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Summary .  The  paper  d i scusses  the advantages  of the s t ruc tured  in terv iew in psych ia t r i c  
research  and  goes  on  to descr ibe  the detai ls of deve lopment  of a s t ruc tured  in terv iew Schedu le  
(IPIS) su i table for an  Ind ian  setting. The  Schedu le  is descr ibed ,  as we l l  as the resu l ts  of inter-  
invest igator  rel iabi l ity tests. Poss ib le  uses  of the ins t rument  and  the necessary  fu r ther  deve lop-  
ments  a re  outl ined. 
In the last few years  there  have  been a 
number  of a t tempts  to improve  the rel iabil ity 
of the psych ia t r i c  in terv iew as a research  
tool w i thout  sacr i f i c ing  its essent ia l  c l inical  
character .  A number  of s t ruc tured  in terv iew 
schedu les  have  been des igned (Wi t tenborn ,  
1955;  Lor r  et al., 1963;  Sp i tzer  et al., 1968),  
but  the P resent  State Examinat ion  by  Wing  et 
al. (1967) and  Wing  (1971) w i th  over  600  i tems 
is perhaps  the most  comprehens ive .  Though 
these  in terv iew schedu les  differ in detail, 
they  all have  the fo l low ing  character i s t i cs  in 
common:  
i. There  is a s tandard  check- l i s t  of symp-  
toms.  
2. The  invest igat ion  is conducted  through 
s tandard  quest ions  and  c ross  examinat ion ,  but  
addi t ional  quest ions  may be  asked  to c lar i fy 
doubts .  
3. The  dec is ion  whether  a symptom is 
p resent  o r  not is made by  the invest igator  who 
is gu ided  in his judgement  by  an  ins t ruct ion  
manua l  p rov id ing  s tandard  def init ions for all 
the symptoms in the check- l i s t .  
* P repared  on  a g~ant  f rom Foundat ions  
Fund for Research  in Psych ia t ry ,  to P ro fessor  
G .M.  Cars ta i r s  and  Dr .  R .L .  Kapur ,  De-  
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burgh .  
The  cl inical approach  is fu r ther  s imu la ted  
in some schedu les  th rough the prov is ion  of cut-  
off points, so that the deta i led examinat ion  
might  be omi t ted  if on  pre l iminary  inqu i ry  the 
presence  of a symptom or  a group  of symptoms 
seems unl ikely.  
The  s t ruc tured  in terv iew is an  impor tant  
advance  over  the "quest ionna i re"  techn ique ,  
wh ich  because  of the r igidity of its quest ions ,  
lack  of p rov is ion  for c ross  examinat ion  to 
c lar i fy doubts  and  tak ing  the judgement  about  
the presence  or  absence  of a symptom(s)  out 
of the hands  of the invest igator  loses  in val idi -  
ty what  it ga ins  in reliability. However ,  the 
in terv iew schedu les  deve loped to date suf fer  
f rom some obv ious  shor tcomings :  
I. A c l in ic ian a lmost  a lways  tr ies to get 
in fo rmat ion  f rom a near  re lat ive or  a f r iend 
to get a complete  p ic ture  of the psychopatho lo -  
gy. Th is  in fo rmat ion  is espec ia l l y  usefu l  for 
uncooperat ive  psychot ics .  None  of the inter-  
v iew schedu les  is des igned to tap this in fo rma-  
tion. Katz ' s  Sca les  (Katz  and  Lyer ly ,  1963)  
a re  des igned for in fo rmat ion  f rom the in- 
fo rmant  but a re  c loser  to a quest ionna i re  ap-  
p roach  in depend ing  upon the "yes"  and  "no"  
response  f rom the in terv iewee.  Fur ther ,  they  
make the mis take  of depend ing  on ly  on  the 
in fo rmat ion  f rom the in fo rmants .  
2. None  of the schedu les  has  a sect ion  for 
sys temat ic  record ing  of h is tor ica l  in fo rmat ion ,  
so  impor tant  in reach ing  a d iagnos is .  
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3. The  schedu les  deve loped for use  in the 
West  appear  less  and  less sat i s fac tory  as one  
moves  away f rom the soc iocu l tura l  context  in 
wh ich  they  were  deve loped.  For  example ,  none  
of the schedu les  pays  spec ia l  attent ion to pos -  
sess ion  states, symptoms of sexua l  inadequacy ,  
and  the var ie ty  of somat ic  symptoms so com-  
mon ly  encountered  in the Ind ian  setting. 
It was  aga ins t  this background that the 
authors  felt a need  to prepare  a s t ruc tured  in- 
te rv iew schedu le  suitable for the Ind ian setting. 
Th is  paper  repor ts  the var ious  s tage in its 
deve lopment ,  its essent ia l  character i s t i cs ,  the 
methods  used  to measure  and  increase  its 
rel iabil ity and  a d i scuss ion  on  the var ie t ies  of 
ways  it can  be  put into use.  
P r o c e dur  e 
The Ind ian  Psych ia t r i c  In terv iew Schedu le  
(IPIS) was  deve loped s imul taneous ly  in Eng l i sh  
and  Kannada at the Banga lore  Menta l  Hosp i ta l  
Out -pat ient  Depar tment .  It passed  through the 
fo l low ing  s tages  in its deve lopment :  
i. P i lot  I 
Two hundred  and  e ighty - four  case  records  
be long ing  to pat ients 15 years  of age  or  above  
were  ana lysed  to find the range  and  f requency  
of "symptoms" .  A symptom at this s tage was  
ra ther  loose ly  de f ined  and  the definit ion in- 
Tab le  i. Ret rospect ive  ana lys i s  of symptoms in 284  out -pat ients  
S i. I tem Frequency  Sl. I tem Frequency  
No. (%-age) No. (%- age) 
i .  S leep lessness  32 22. 
2. Ta lk ing ,  mut ter ing ,  24 23. 
smi l ing  to sel f  24. 
3. Poor  appet i te  23 25. 
4. I r re levant  21 
26. 
5. Headache 18 
27 
6. V io lence 17 28. 
7. Depression 16 29 
8. Wander ing 16 
30. 
9. Delusions 15 31 
I0. Hallucinations 15 
32. 
ii. Loss of interest 15 
12. Forgetful ii 33. 
13. Irritable, abusive ii 34. 
14. Over ta lkat ive  9 35. 
15. Fear  8 
36. 
16. D izz iness  8 
37. 
17. Weakness  8 
18. Su ic ida l  ideas  8 
19. Soc ia l  w i thdrawa l  8 
20. Du l lness  7 
21. Brood ing  7 
Disorientation 7 
Self neglect 6 
Ideas of reference 5 
Poor  concent ra t ion  5 
Palpitation 5 
Pa ins  and aches 5 
Anx iety  4 
N ightmare  s 4 
Sweat ing,  t remors  3 
F i t s  3 
Heat /burn ing  in head/  3 
chest /body  
Mut i sm 3 
B izar re  behav iour  3 
Numbne s s / i t ch ing /  2 
other  pa ins  
Self in ju ry  2 
Worr ies  
Suic ida l  act ions  
Confus ion 
Dryness  of mouth  1 or  
Breath lessness  less  
Guilt feelings 
Antisocial 
Depersonalisation 
Ob s e s s ive - c ompuls ive 
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c luded  the present ing  compla in ts  f rom the pa-  
t ients and  the in fo rmants ,  as  we l l  as the i tems 
of behav iour ,  speech ,  mood and  thinking,  ob -  
served  by  and  labe l led  as symptoms by  the 
cl inician. A re t rospect ive  s tudy  of this k ind  
was  not  expected  to give complete  and  accurate  
details, but  it was  hoped that the in fo rmat ion  
obta ined  wou ld  fo rm the bas i s  for  p repar ing  a 
"prov is iona l "  schedu le  wh ich  cou ld  then  be  im-  
proved  in the subsequent  p rospect ive  pilot 
studies.  
D is turbance  of b io log ica l  funct ions  like 
s leep  and  appet i te  and  i tems of soc ia l  w i th -  
d rawa l  like talking, mut ter ing  and  smi l ing  to 
self a re  most  commonly  recorded .  "Headache"  
has  a h igh  f requency  and  a number  of o ther  
"phys ica l "  symptoms are  recorded .  The  most  
notab le  feature,  however ,  is thai the range  of 
recorded  psychopatho logy  is very  w ide  and  
that if the in terv iew schedu le  is to be  exhaus -  
tive, it must  cover  a var ie ty  of symptoms as 
g iven  in Tab le  I. 
rev i sed  to inc lude  new i tems as  we l l  as to 
change the style of quest ions  on  the bas i s  of 
the ext ra  mater ia l  obta ined  in unst ruc tured  in- 
te rv iew.  
4. Pi lot  III 
The  rev ised  Schedu le  was  t r ied out w i th  an-  
o ther  ser ies  of 40 patients,  but  this t ime a 
"clinical" interview was conducted with at least 
one informant accompanying the patient. 
Table 2 compares  the symptoms recorded 
f rom the patients and their informants in this 
exercise. 
The majority of the symptoms recorded f rom 
the patients are those of subjective distress, 
mainly somatic, while the informants in the 
main  report symptoms which cause nuisance to 
others. It is obvious that any schedule which 
concentrates on an interview with either the 
patient or the informant alone would provide a 
very incomplete description of the psychopa- 
thology. 
2.Formulat ion  of Screen ing  Quest ions  
in Kannada and  Eng l i sh  
A prov is iona l  check - l i s t  was  prepared  on  
the bas i s  of Pi lot  I, and  quest ions  were  de-  
s igned  to ascer ta in  the presence  of the var ious  
symptoms.  Quest ions  were  fo rmulated  in both  
Eng l i sh  and  Kannada.  Kannada quest ions  were  
prepared  by  one  of us  (IV[. K.  ) w i th  the he lp  of 
a noted  Kannada author  and  pro fess iona l  co l -  
l eagues  who spoke  the language.  The  com-  
parab i l i ty  of the quest ions  in the two  languages  
was  ensured  through t rans la t ion  and  re t rans -  
lat ion by  independent  t rans la tors .  
On ly  the Kannada schedu le  was  used  in the 
subsequent  s tud ies  and  improvements  made 
were  incorporated  in the Eng l i sh  vers ion .  1 
3. P i lot  II 
The  Schedu le  was  t r ied out in a p rospect ive  
s tudy  w i th  40 pat ients  who  were  a lso  g iven  a 
rout ine  "c l in ica l"  in terv iew.  The  in fo rmat ion  
obta ined  in the s t ruc tured  and  unst ruc tured  
in terv iew was  compared  and  the fo rmer  was  
1 The  Eng l i sh  vers ion  was  prepared  w i th  
the hope  that it wou ld  be  used  for p repar ing  
comparab le  in terv iew schedu les  in o ther  
Ind ian  languages  - Kannada not be ing  a fami l -  
iar  language in Nor th  India. 
5. A new in terv iew Schedu le  was  now pre -  
pared  wh ich  had  a sect ion  on  s tandard ised  
in terv iew w i th  the in fo rmant ,  another  on  a 
s tandard ised  in terv iew w i th  the patient, and  
another  on  observat ions  by  the invest igator .  
The  quest ions  in the first two  sect ions  were  
accompan ied  by  s tandard  subs id ia ry  quest ions  
for  c ross  examinat ion .  The  first two  sect ions  
were  preceded by  a pre l iminary  inqu i ry  to 
ensure  whether  the in fo rmant  and  the pat ient 
respect ive ly  were  in a pos i t ion  to g ive re l ia-  
b le  in fo rmat ion .  An  in fo rmant  was  to be  g iven  
an  in terv iew on ly  if he  had  been  w i th  the pa-  
tient at least  one  hour  a day  dur ing  the pre -  
ced ing  week .  In terv iew w i th  the pat ient  was  
to be  omi t ted  if in the c l in ic ian's  judgement  
the fo rmer  cou ld  not be  expected  to cooperate  
in answer ing  the quest ions  because  of his psy -  
chopatho logy .  A manua l  of ins t ruc t ions  was  
drawn up  to g ive a s tandard  def init ion for each  
of the symptoms in the three  sect ions .  
6. Rel iab i l i ty  S tudy  No.  I 
One  of us (M.  K.  ) and  a Kannada speak ing  
pro fess iona l  co l league  (Dr. S .M.  Channaba-  
savanna)  took  par t  in this S tudy  wh ich  was  car -  
r ied  out w i th  40 patients.  
Twenty  pat ients  were  in terv iewed by  each  
of the invest igators ,  and  wh i le  one  conducted  
the in terv iew,  both  recorded  the presence  or  
absence  of the symptoms for  each  patient. The  
a im of the exerc i se  was  to examine  how far 
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Tab le  2. A compar i son  of the "Symptoms"  f rom 40 pat ients and  their  in fo rmants  
SI. 
No .  Symptoms f rom the pat ients  F requency  Symptoms f rom the in formants  F requency  
(%-age) (%-age) 
i. S leep lessness  20 
2. G idd iness  15 
He  adache  15 
Fear  15 
3. Pa in  in legs 13 
Burn ing  sensat ions  13 
Ind igest ion  13 
4. "Exhaustion 10 
Heav iness  in head 10 
Forget fu lness  i0 
Muscu lar  tens ion  i0 
5. Poor  appet i te 8 
6. Backache ,  Palpi tat ion,  
Sweat ing ,  Loss  of interest,  
Numbness ,  Itching, Pover ty  
of thought ,  Worr ies ,  N ight  
emiss ions ,  T remors ,  Depres -  
sion, Du l lness ,  Su ic ida l  
ideas,  Irr itabil ity 
5 o r  
less each  
S leep lessness  
Ununders tandab le  speech  
50 
35 
Poor  appet ite 28 
V io lent  23 
Does  not work  23 
Wanders  away 18 
Laughs  to h imse l f  18 
Abus ive  18 
B izar re  behav iour  i0 
Wi thdrawn 10 
Poor  memory ,  dest ruct ive  8 
susp ic ions ,  sel f  neglect  8 
Disor ientat ion  
Homic ida l  
Excess ive  dr ink ing  5 or  
Ha l luc inat ions  less each  
De lus ions  
the two invest igators  agreed  or  d i sagreed  a- 
bout  the presence  of symptoms.  
On ly  36 in fo rmants  were  in le rv iewed.  Three  
pat ients  had  come wi thout  an  in fo rmant  and  one  
was  accompan ied  by  peop le  who had  been w i th  
the pat ient less than  one  hour  a day  dur ing  the 
preced ing  week .  On ly  22 pat ients  were  inter-  
v iewed.  The  o thers  cou ld  not cooperate  be-  
cause  of their  psychopatho logy ,  but  the "ob-  
servat ion"  sect ion  was  completed  for all the 
40 patients. 
Tab le  3 g ives  the resu l ts  of this rel iabil ity 
study: 
Pos i t ive  agreement  re fers  to the number  of 
t imes  the two invest igators  agreed  about  the 
presence  of a par t i cu la r  symptom.  
Negat ive  agreement  re fers  to the number  of 
t imes  the two invest igators  agi~eed about  the 
absence  of a par t i cu la r  symptom.  
D isagreement  re fers  to the number  of 
t imes  the two invest igators  d i sagreed  about  
the presence  of a par t i cu la r  symptom,  one  
c la iming  it to be  present  and  the o ther  mark -  
ing it as absent .  
D isagreement  propor t ion  is the number  of 
d i sagreements  d iv ided  by  total number  of rat- 
ings, posi t ive or  negat ive.  
D isagreement  index  is the number  of dis-  
agreements  d iv ided  by  the number  of t imes  
posit ive rat ings  were  made by  one  or  both  the 
invest igators .  Th is  index  is s imi la r  to that 
used  for the Present  State Examinat ion  used  by  
WHO research  workers  (Sartor ius  et al. , 1971). 
The  d isagreement  is ext remely  low for 
Sect ion  I ( inquiry w i th  the in fo rmant )  and  Sec -  
t ion II ( inquiry w i th  the patient). It is, however ,  
very  h igh  for Sect ion  Ill (observat ion  by  the 
invest igator) .  
7. The  i tems for wh ich  the d i sagreement  
between ra ters  was  more  than  the posit ive 
agreement  were  exc luded f rom the Schedu le .  
Quest ions  and  definit ions for o ther  i tems w i th  
h igh  d i sagreement  were  improved,  and  a new 
prov is iona l  Schedu le  was  f ramed.  
8. Rel iabi l i ty  S tudy  No.  II 
Another  reliabil ity s tudy  was  conducted  w i th  
40 patients. Dr .  S .M.  Channabasavanna cou ld  
not join and  in his p lace  another  t ra ined  psy -  
chiatr ist  (Dr. Sayeed Ahmed)  took  part  in the 
study. 
On ly  35 in fo rmants  cou ld  be  in terv iewed.  
On ly  22 pat ients  cou ld  co -operate  in complet ing  
Sect ion  If. Sect ion  Ill (observat ion)  cou ld  not be  
completed  for our  patient s ince she  was  too 
exc i ted  to stay in the in terv iew room.  Tab le  4 
shows  the results.  
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or  absence  of symptoms in 40 pat ients 
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Sect ion  I Sect ion  II Sect ion  Ill 
In terv iew In terv iew Observat ion  
w i th  w i th  
in fo rmant  patie nt 
Pos i t i ve  agreement  (a) 
Negat ive  agreement  (b) 
D isagreement  (c) 
Tota l  no. of 
ra t ings  (d) 
(N = 36) (N = 22) (N = 40) 
No. of No. of No. of 
rat ings  rat ings  rat ings  
462 228 125 
766 1471 1030 
32 61 205 
1260 1760 1360 
D isagreement  propor t ion  a 
D isagreement  index  b 
0.025 0 .034 0.150 
0.067 0.210 0.623 
a D isagreement  propor t ion  = Tota l  d i sagreements  d iv ided  by  total no. of rat ings,  i.e. 
(c)l(d). 
b D isagreement  index  = Tota l  d i sagreements  d iv ided  by  total no. of rat ings  where  at least 
one  ra ter  recorded  the symptom to be  present ,  i.e. (c)/(c) + (a) 
Tab le  4. Rel iabi l i ty  S tudy  If. Measure  of agreement  of two  ra ters  ~ judgement  of the presence  
or  absence  of symptoms in 40 pat ients  
Section I Section II Section IIl 
Interview Interview Observation 
with with 
informant patient 
Pos i t ive  agreement  (a) 
Negat ive agreement  (b) 
D isagreement  (c) 
Tota l  (d) 
D isagreement  propor t ion  
D isagreement  index 
(N = 35) (N-- 22) (N  = 39) 
No. of No. of No. of 
ratings ratings ratings 
280 157 60 
882 1447 752 
28 46 46 
1190 1650 858 
0. 020 0. 028 0. 053 
0. 090 0. 226 0. 434 
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Di f fe rences  are  low for  Sect ion  I and  II. The  
d i sagreement  in Sect ion  III is still high, but  
much lower  than  that in the first rel iabi l ity 
study. 
9. Pi lot IV  
Another  pilot s tudy  was  car r ied  out w i th  40 
pat ients  in o rder  to identi fy and  to f rame under -  
s tandab le  quest ions  for those  i tems of h istor i -  
cal  in fo rmat ion  wh ich  seemed crucia l ,  so as 
to conf i rm the d iagnos is  and  to prov ide  a 
coherent  p ic ture  of the course  of the i l lness. 
Quest ions  were  des igned for these  i tems,  and  
these  were  in t roduced as an  addi t iona l  sec t ion  
in the Schedu le  (see later). 
A Descr ip t ion  o f  the Ind ian  psych ia t r i c  
In terv iew Schedu le  (IPIS) 
IPIS,  as it s tands  at p resent ,  is a research  
ins t rument  des igned to exp lore  the presence  
of 124  psych ia t r i c  symptoms and  inqu i re  about  
i0 i tems of h is tor ica l  in fo rmat ion .  A list of 
these  symptoms and  h is to ry  i tems is g iven  in 
Append ix  I. 
A symptom is de f ined  as  an  i tem of be -  
hav iour ,  speech ,  mood,  th inking,  attitude and  
sensor ium wh ich  (a) represents  a change f rom 
the usua l  pat tern  for the individual ,  and  (b) 
is d i s t ress fu l  to the ind iv idua l  o r  those  around 
h im or  both.  The  sub ject  o r  the in fo rmant  must  
be  able to descr ibe  a point  in t ime,  s ince  when 
the d is t ress fu l  i tem has  been  present ;  a life- 
long  pattern,  be  it odd  or  d istressfu l ,  is not 
taken  as  a symptom.  Un less  o therwise  spec i -  
fied, the symptom is recorded  on ly  if it is 
p resent  at the t ime of in terv iew and/or  dur ing  
the preced ing  week .  
A symptom is recorded  as  present  o r  absent ;  
no  a t tempt  is made to es t imate  its sever i ty .  
The  judgement  whether  a symptom is p resent  
or  not is made by  the invest igator  after he has  
asked  the requ i red  quest ion(s) ,  conducted  the 
necessary  c ross -examinat ion  and  checked  the 
in fo rmat ion  so gathered  aga ins t  the definit ion 
g iven  in the manua l  wh ich  accompan ies  the 
Schedu le .  Symptoms are  recorded  individual ly.  
No  overa l l  symptom score  is computed .  
IP IS  has  four  sect ions:  
I In terv iew w i th  the in fo rmant .  
II In terv iew w i th  the patient. 
Ill Observat ions  by  the invest igator .  
IV  H is tor i ca l  in fo rmat ion .  
Sect ions  I and  II have  subsect ions  on  pre l imi -  
nary  inqu i ry  des igned to record  present ing  com-  
plaints w i thout  lead ing  quest ions  and  to judge  
whether  the deta i led  inqu i ry  is to be car r ied  
out or  not. An  in fo rmant  is not g iven  
a deta i led in terv iew un less  he  has  spent  at 
least  one  hour  a day  w i th  the pat ient dur ing  the 
preced ing  week  and  the pat ient is not g iven  a 
deta i led in terv iew if he den ies  symptoms or  is 
uncooperat ive  because  of his psychopatho logy  
or  o ther  reasons .  
A search  for some of the symptoms is made 
f rom more  than  one  source .  For  example ,  in- 
qu i ry  about  s leep  is made both  f rom the pat ient 
and  the in fo rmant .  For  res t lessness ,  quest ions  
a re  asked  both  f rom the pat ient and  the in- 
fo rmant ;  a lso  the invest igator  is expected  to 
look  for its p resence  dur ing  the in terv iew.  
Such  symptoms are  scored  as present  if their  
p reserme is ascer ta ined  f rom at least one  
source  (i. e. f rom the patient, in fo rmant ,  or  
observat ion} .  
Many  quest ions  have  cut-of f  points,  a de -  
tai led inqu i ry  be ing  made on ly  when the pre -  
l im inary  inqu i ry  war rants  it. Because  of 
these  cut-of f  po ints  the inqu i ry  is flexible: 
the in terv iew takes  on ly  10-15  rain if no  symp-  
tom is p resent  and  45 rain to 90 rain if many  
symptoms are  present .  Append ix  II g ives  an  
example  of how cut-of f  po ints  a re  used  for 
quest ions  on  s leep, and  the cr i ter ia  for re -  
cord ing  the presence  of var ious  s leep  abnor -  
mal i t ies .  
D iscuss ion  
IP IS  is a s t ruc tured  ins t rument  for invest i -  
gat ing psychopatho logy  in an  Ind ian  setting, 
deve loped and  improved through a number  of 
pilot s tud ies  conducted  at Banga lore  Menta l  
Hosp i ta l  Out -pat ient  Depar tment .  
It is s imi la r  to o ther  s t ruc tured  in terv iew 
schedu les  in the fo l low ing  respects :  
a) It has  s tandard  quest ions  w i th  s tandard  
c ross  examinat ion .  
b) F lexib i l i ty  of approach  is permi t ted  
through cut-of f  po ints  and  addi t ional  qBest ions  
when requ i red .  
c) Dec is ion  about  the presence  of symptoms 
is made by  the invest igator  w i th  the he lp  of 
s tandard  def init ions in the ins t ruct ion  manua l .  
It di f fers f rom other  schedu les  in the fo l low-  
ing respects :  
a) The  symptoms in the check- l i s t  a re  those  
commonly  repor ted  in the Ind ian  setting. So -  
mat ic  symptoms,  sexua l  symptoms,  possess ion  
states and  de lus ions  of supernatura l  persecu-  
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tion are,  for example ,  spec ia l l y  dwe l t  upon.  
For  each  of these  i tems,  operat iona l  c r i ter ia  
a re  g iVen  to gu ide  the ra ter fs  dec is ion  as to 
whether  it shou ld  be  counted  as a psych ia t r i c  
symptom.  
b) No  a t tempt  is made to es t imate  the 
sever i ty  of the symptoms.  F i rst ly ,  the v i l l agers  
did not unders tand  the subt let ies  invo lved  in 
repor t ing  var ious  grades  of sever i ty .  Second ly ,  
it is the authors  ~ content ion  that the sever i ty  of 
a symptom is very  often a funct ion  of o ther  
d imens ions ,  such  as the degree  of d i s t ress  ex -  
per ienced  by  the pat ient o r  his c lose  re lat ives  
and  the d i s turbance  in soc ia l  funct ion ing  re -  
suit ing f rom the psychopatho logy ,  and  these  
d imens ions  need  separate  l ines of inquiry.  
c) IP IS  has  s tandard  quest ions  on  h is tor ica l  
in fo rmat ion .  The  in ter invest igator  rel iabi l ity 
for these  quest ions  and  their  use fu lness  in 
reach ing  d iagnos is  a re  still to be  fully examin-  
ed, but  the sect ion  has  been  re ta ined  in the 
present  vers ion  of IP IS  s ince  on  impress ion is t -  
ic bas i s  it appears  useful .  
d) Perhaps  the most  impor tant  d i f fe rence  
f rom other  schedu les  is the impor tance  g iven  
to in terv iew w i th  the in fo rmant .  Such  inqu i ry  is 
espec ia l l y  usefu l  in Ind ian  hosp i ta l s  and  out-  
pat ient  depar tments  where  most  pat ients  come 
at so late a s tage that they  cannot  cooperate .  
Rel iabi l i ty  of the Ins t rument  
The  d i sagreement  index  as used  by  Sar tor ius  
et al. (1971) appeared  on  common sense  
grounds  a sui table index  of assoc ia t ion  for the 
d ichotomous ly  scored  data  of the k ind  obta ined  
w i th  th i s  schedu le .  D isagreement  propor t ion  
is another  way  of examin ing  the degree  of a- 
g reement ,  and  takes  the negat ive  agreements  
a lso  into cons iderat ion  wh i le  comput ing .  It 
can  be  seen  that after the two  rel iabil ity stu- 
dies the agreement  is very  good  for  sect ions  
on  in terv iew w i th  the pat ient and  the in fo rmant .  
Agreement  on  observat ions  by  the "exper t "  in- 
ves t igators ,  though much improved in the 
second rel iabi l i ty study, is still not fully sat is-  
factory.  It seems that a per iod  of t ra in ing  
where  the invest igators  learn  to observe  s im-  
i lar ly th rough joint in terv iew fo l lowed by  dis-  
cuss ion  and  by  observ ing  together  mov ie  f i lms  
of the pat ients  is essent ia l  for  inc reas ing  the 
agreement .  Such  per iod  of t ra in ing  is essent ia l  
if the Schedu le  is to be  used  at more  than  one  
cent re  in India. 
Poss ib le  uses  of IPIS: 
IP IS  is a research  tool and  as such  is chief -  
ly recommended for sys temat ica l ly  record ing  
and  compar ing  symptomato logy  at d i f ferent  
cent res  in India. IP IS  shou ld  a lso prove  usefu l  
in examin ing  the phenomeno logy  of commonly  
repor ted  but yet  vague ly  unders tood  syndromes  
like possess ion  states and  acute  undi f ferent iat -  
ed  psychos is .  It is often suggested  that the 
symptom pat tern  of we l l  known syndromes  
like sch izophren ia  and  depress ion  might  differ 
in di f ferent cu l tures .  IP IS  can  be  used  for 
examin ing  the pat terns  of va%ious  psych ia t r i c  
syndromes in Indian setting. 
Fur ther  deve lopments :  
Fur ther  work  is necessary ,  
a) to fu r ther  improve  the quest ions  and  
judgement  c r i ter ia  for the sect ion  on  observa-  
tion so  as to inc rease  its in ter - invest igator  
reliability; 
b) to car ry  out in ter - invest igator  rel iabi l ity 
tests for  the sect ion  on  h is tor ica l  in fo rmat ion ;  
c) to t rans la te  the schedu le  into o ther  
Ind ian  languages  after f inding cor rec t  id ioms 
and  equ iva lents ;  
d) to conduct  in ter - invest igator  rel iabi l ity 
s tud ies  between workers  who are  go ing  to use  
the schedu le  at d i f ferent cent res ;  
e) to examine  if w i th  the ava i lab le  in fo rma-  
tion on the range  of symptoms and  the h is tor i -  
cal  data  a s tandard  method of reach ing  con-  
vent iona l  d iagnoses  cou ld  be  es tab l i shed .  
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Append ix  I 
Symptom Check- l is t  in IPIS 
I. Phys ica l  symptoms:  
Pa in  } 
Burn ing  
Itching in 
Numb ne s s 
Other  odd 
sensat ions 
He  ad 
Che  st 
Anogeni ta l  re gion 
Rest /who le  body. 
Social Psychiatry ,  Vol. 9, No. 2 (1974) 
Dizziness,  Indigestion, Weakness ,  
Nausea ,  Wind ,  Epileptic fits, 
Hyster ica l  fits. 
Hyster ica l  paralysis / parathe sia/ 
ataxia/b lindne s s / de afne s s / aphonia/  
other convers ion  features. 
2. Sleep: 
Over -s leep ing,  S leep delay, Ear ly  waking,  
Genera l i sed  s leeplessness,  n ightmares .  
3. Appetite: 
Inc reased  appetite, Decreased  appetite. 
4. Worr ies ,  Feel ings of inferiority. 
5. Situational anxiety, F ree  floating anxiety, 
Panic,  Phobias ,  Suspic iousness.  
6. Muscu lar  tension, Rest lessness ,  Fugit ive 
impulse,  Runn ing  away,  Wander ing  tenden-  
cies. 
7. Subjective forgetfulness, Poor  concentra-  
tion, P ressure  of ideas, Pover ty  of thought, 
Flight of ideas, Ideas of references,  Loss  
of memory ,  Disorientation, Del i r ium.  
8. Obsess ive  ideas, Compuls ions .  
9. Irritability, Abus iveness ,  Violence. 
i0. Depress ion ,  Dul lness,  Loss  of interest, 
Feel ings of incompetence ,  Suicidal feelings, 
Suicidal attempt, Guilt feelings, Self 
b lame,  Elation, Grand iose  ideas. 
ii. Sexual  preoccupat ion,  Masturbat ion  wor -  
ries, Night emiss ion  worr ies ,  Loss  of 
sexual  desire, Impotence,  P remature  
ejaculation, Other  sexual  p rob lems,  Pa in-  
ful menstruat ion.  
12. B izar re  behaviour ,  Exc i tement ,  S lowness ,  
Stupor, P reoccupat ion ,  Distractibility, 
Catatonic features (echopraxia, negat iv ism, 
ambi tendence ,  flexibilitas cerea, echola-  
lia), B lunted  affect, Incongruous  affect, 
Hosti le irritability, Hypomanic  mood j  
Histrionic, Too  much speech,  Too  little 
speech,  Mutisrn, Incoherent  speech,  Ir- 
relevant speech. 
13. De lus ions  of persecution: 
Human/Supernatura l ,  Grandeur ,  Guilt, 
Possess ion ,  Other  delusions, Sys temat i sa -  
tion of delusions, Act ing out of delusions. 
14. Hallucinations: 
Aud i to ry /V isua l /O l fac tory /Gustat  o ry /Othe  r. 
15. Possess ion  state. 
16. Excess ive  alcohol, Other  antisocial habits. 
Append ix  II 
Sub Section ... S leep ... 
Q. 4. How is your  sleep these days?  Do  you 
sleep wel l? 
R.L .  Kapur  et al. : Ind ian  Psych ia t r i c  In terv iew Schedu le  69 
If no: 
Q. What  is wrong with your  sleep? ... 
Is it that you take a long t ime to go to 
sleep? 
9 or is it that you wake  up too early? 
9 or is it that your sleep is disturbed 
through the night? 
If sleep delay: 
Q. Since when?  How often during the last 
week?  
(How long  do you  take to s leep  once  you  
are  in bed?  ... and  be fore? )  
(Once  as leep,  do  you  s leep  through the 
night quite wel l? )  
If ear ly  wak ing :  
Q. S ince  when?  How often dur ing  the last 
week?  
(What  t ime do you  get up  in the morn ing?  
... and  be fore? )  
If d i s turbed  s leep  throughout  the night: . 
Q.  S ince  when?  How often dur ing  the last 
week?  
(How long  do  you  keep  awake  dur ing  the 
n ight?  . . . and  be fore? )  
(Do  you  s leep  at all?) 
(Do  you  have  to get up  a number  of t imes?)  
SLEEP  
DE LAY  
GENERAL ISED 
SLEEPLESSNESS 
EARLY  
WAKING 
Def in i t ions  
These  symptoms shou ld  be  recorded ,  on ly  
(a) if they  have  been repor ted  to have  occur red  
at least tw ice  dur ing  the preced ing  week ,  and  
(b) the respondent  can  spec i fy  a point in t ime 
s ince  when he is d i s t ressed  by  these.  They  
shou ld  not be  recorded  if the respondent  com-  
pla ins of "a lways"  hav ing  had  them.  S leep  de-  
lay shou ld  be  recorded  if the respondent  de-  
finitely takes  longer  to s leep  than  be fore .  
Ear ly  wak ing  shou ld  be  recorded  if the respond-  
ent def initely wakes  up  ear l ie r  than  he used  
to. 
Genera l i sed  s leep lessness  shou ld  be re -  
corded  if the wakefu lness  is not of the nature  
of s leep  de lay  or  ear ly  wak ing ,  but  is de-  
finitely more  than  it used  to be  be fore  the 
respondent  felt d i s t ressed  by  it. 
S leep  de lay  and  ear ly  wak ing  may be  re -  
corded  for  the same person .  However ,  if the 
s leep  is d i s turbed  dur ing  the rest  of the night 
also, record  on ly  genera l i sed  s leep lessness .  
